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A case of subacute effusive constrictive pericarditis
with a probable amoebic aetiology
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SUMMARY A 48 year old man with amoebic pericarditis did not improve after pericardiocentesis.
Facilities for echocardiography and haemodynamic studies were not available. Cardiac com-

pression was suspected and at emergency pericardiectomy subacute effusive constrictive amoebic
pericarditis was found. The patient recovered.
This is believed to be the first report of a case of subacute effusive constrictive pericarditis

caused by amoebiasis.

A 48 year old man was admitted on 14 April 1986
with a one month history of shortness of breath, left
chest pain, fever, oedema of the feet, and progressive
weakness. On examination he was toxic, febrile, and
anaemic and had pedal oedema. His pulse was 110
beats/minute, feeble, and regular; blood pressure
was 80/60mmHg and a pulsus paradoxus was
present. The central venous pressure was 25 cm of
saline. The apex beat was not palpable and the first
and second heart sounds were feeble. A pleu-
ropericardial rub was also detected. The liver was
palpable 8 cm below the right costal margin and was
tender.

Routine investigations showed haemoglobin
92 g/l, total leucocytes 18 000/mm3, erthrocyte sedi-
mentation rate 30 mm/i st h, no abnormality of urine
or stool, blood urea 17 85 mmol/l, serum creatinine
176x8 imol/l, serum total proteins 60 g/l, serum
albumin 27 g/l, serum globulin 33 g/l, serum alkaline
phosphatase 0.35 pkat/l. Serum electrolytes, concen-
trations of serum transaminases and serum bilirubin
were normal. The chest x ray (posterior/anterior
view) was suggestive of pericardial effusion, with a
cardiothoracic ratio of 0 7. Electrocardiography did
not reveal any abnormality. Facilities for echo-
cardiography and haemodynamic studies were not
available.
A provisional diagnosis of cardiac tamponade was

made and within two hours of admission an
emergency pericardiocentesis was performed via the
epigastric approach. It yielded 300 ml of anchovy
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sauce pus. But this did not produce any appreciable
change in the patient's pulse, blood pressure, or cen-
tral venous pressure. There was a slight
improvement in symptoms though. The patient was
then treated with intravenous fluids, metronidazole,
and dehydroemetine.
The next day a liver scan with technetium-99m

(phytate) revealed considerable hepatomegaly and a
reduced uptake over the upper left lobe and upper
medial right lobe. Aspiration of the liver abscess on
two occasions, at an interval of two days, yielded
800ml of anchovy sauce pus. No amoebae were
found in the pericardial pus. Medication was con-
tinued. There was not much relief of his symptoms
and blood pressure remained at 80/60mm Hg, pulse
120 beats/minute, temperature 38°C, and central
venous pressure 24 cm of saline. We then suspected
cardiac compression and decided to operate
although he was clearly a poor risk patient. At oper-
ation 150 ml of anchovy sauce pus under tension was
released and we removed the thick parietal and vis-
ceral pericardium overlying the ventricles.

Immediately after operation pulse rate settled at
90/min, the blood pressure rose to 110/70mmHg,
and the central venous pressure fell to 8 cm of saline.
A postoperative chest x ray showed a normal cardio-
thoracic ratio. He was treated with digoxin, met-
ronidazole, and blood transfusions. We kept a close
watch on him for ten days and he was discharged on
5 May 1986 in good health.

Pathological examination

Histopathological examination of the excised peri-
cardium showed a complete loss of mesothelial cells
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and the surface was covered with a granular exudate
containing nuclear debris and a large number of
ghost cells with karyolytic nuclei. Beneath this
exudate was a layer of fibrin and collagenous tissue.
The rest of the tissue showed subepicardial fat con-
taining proliferating fibroblasts and lymphocytic
infiltrate. The inflammatory response was not pro-
nounced. No neutrophils could be demonstrated.
Although we did not find Entamoeba histolytica, we
did see occasional structures in the superficial
necrotic exudate that appeared to be degenerated
entamoebae.

Discussion

At admission this appeared to be a case of cardiac
tamponade. Emergency pericardiocentesis produced
only partial and temporary relief. Subsequent peri-
cardiectomy yielded 150 ml of anchovy sauce pus
under tension. The visceral pericardium was thick
and constrictive. After pericardiectomy the patient
improved remarkably and remains symptom free.
The clinical picture and findings at operation sug-
gest that this was a case of amoebic subacute effusive
constrictive pericarditis.

Subacute effusive constrictive pericarditis' 2 is
diagnosed when the right atrial pressure remains
raised after the intrapericardial pressure has been
reduced to normal by the removal of pericardial
fluid. Pericardiocentesis produces only partial or no
relief in signs and symptoms. At operation there is
extensive thickening of the parietal and visceral peri-
cardium and the free pericardial space contains
100-150 ml of fluid under tension.'
The most common causes3 of subacute effusive

constrictive pericarditis are idiopathic' or presumed
viral pericarditis,3 tuberculosis,4 neoplastic
infiltration of the pericardium,5 6 and mediastinal
irradiation.1 7 Other causes are viral,8 acute pyo-
genic pericarditis,9"- a uraemic'2 and post trau-
matic pericarditis.'3 Amoebic pericarditis is a rare'4
complication of amoebic liver abscess. We know of
no other reports of amoebic pericarditis causing sub-
acute effusive constriction. In a case of pericarditis
reported by Kala and Sharma a total of 1500 ml fluid
was drained from the pericardial cavity on two sepa-
rate occasions.'5 Finally their patient had to be
treated by pericardiectomy and there was evidence
of cardiac constriction. We feel that they too were
treating a case of amoebic subacute effusive con-
strictive pericarditis.

In our case the coexistence of an abscess in the left
lobe of the liver together with pericardial effusion
suggested an amoebic cause. Although Entamoeba
histolytica was not found in the pericardial fluid, the
absence of acute inflammation in the pericardium

and the aspiration of anchovy sauce pus from both
the liver abscess and the pericardial sac were consid-
ered to be diagnostic of amoebic pericarditis.
Entamoeba histolytica is rarely demonstrable in the
pericardial fluid but the diagnosis can be based on
aspiration of anchovy sauce pus from the pericardial
cavity. 6

When amoebic subacute effusive constrictive
pericarditis is suspected haemodynamic studies
should be performed and if they indicate subacute
effusive constriction, pericardiectomy should be
performed immediately.1 If operation is delayed
constrictive pericarditis will develop with myo-
cardial infiltration.'3 If there are no facilities for
haemodynamic studies management will be deter-
mined by the clinical symptoms, pulse, blood
pressure, and the central venous pressure. If after
pericardiocentesis blood pressure remains low, the
central venous pressure does not fall, and tachy-
cardia persists, an underlying cardiac constriction
should be suspected. Constriction, if present, will be
confirmed at operation, as happened in our case.
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Notices
British Cardiac Society
The Autumn Meeting will be held at the Wembley
Conference Centre, London, on 24 to 26 November
1987, and the closing date for receipt of abstracts
was 10 July 1987.
The Annual General Meeting for 1988 will take

place in Belfast on 23 and 24 March 1988, and the
closing date for receipt of abstracts will be 4 January
1988.

International Society of Heart Research
The Tenth European Meeting of the International
Society of Heart Research will be held in Rotterdam

on 7 to 9 September 1989. Inquiries to: Office for
Post Graduate Medical Education, Erasmus Uni-
versity Rotterdam, PO Box 1738, 3000 DR Rot-
terdam, The Netherlands.

World Congress of Cardiology
The XI World Congress of Cardiology will be held
at the Philippine Intemational Convention Center,
Manila, on 11 to 16 February 1990. Inquiries to:
Organising Committee, XI World Congress of Car-
diology, Philippine Heart Center, East Avenue,
Quezon City, The Philippines.


